141S measured by therapist 1 was 6 (6), by therapist 2 was 9 (9), and by therapist 3 was 12 (9) (P = .001 for therapist 1 vs therapist 2, P < .001 for therapist 1 vs therapist 3, and P = .03 for therapist 2 vs therapist 3). No statistically significant AED-PED differences were found according to joint (MCP mean 9 [SD 8], PIP 8 [8]), finger (small 9 [9], ring 9 [7]), gender (men 10 [10], women 9 [7]), or age (Spearman r = .002). The multivariate analysis showed the identity of the examining therapist was a significant determinant of the AED-PED difference (B = 6.3, 95% confidence interval [CI] 4.2-8.4, P < .001, and B = 3.0, 95% CI 0.7-5.3, P = .010, for therapist 3 vs therapists 1 and 2, respectively). Conclusions: When measuring extension deficit in finger joints affected by DC, the size of difference between measured active and passive deficit can vary significantly according to examining therapist. This should be taken into consideration when designing clinical studies and comparing results across studies.
The Impairments and Functional Outcomes of Patients Post Flexor Tendon Repair of the Hand
Taryn Spark 1 , Veronica Ntsiea 1 , and Lonwabo Godlwana 1 1 University of the Witwatersrand, Johannesburg, South Africa Backgrounds: Flexor tendon injuries are common hand injuries for which optimal surgical and postoperative treatment has not yet been established. The variability in results is great, with good outcomes being achieved in specialized hands units in developed countries. Minimal research has been undertaken in developing countries, in particular South Africa, regarding flexor tendon repair (FTR) and the outcomes thereof. Objectives: The purpose of this study was to establish the range of movement (ROM), grip strength, and hand function at 6 months post FTR as well as to determine the factors that affect the impairments and functional outcome at 6 months post FTR. Materials and Methods: The study was conducted at a tertiary hospital in South Africa. At 1, 3, and 6 months post FTR, the ROM of the injured and contralateral finger(s) were measured using a finger goniometer. The Total Active Motion (TAM) classification system was applied to each affected digit, and the average TAM was determined for the participants' affected hand. At 3 and 6 months post FTR, the participants' bilateral power and pinch grip strength were measured using a Jamar dynamometer and a pinch meter. The power and pinch grip strengths were calculated as a percentage of the unaffected hand. At 3 and 6 months post FTR, participants performed the Jebsen Hand Function Test (JHFT), and a Quick Disabilities of the Arm, Shoulder and Hand (QuickDASH) questionnaire was administered in an interview format. Results: A total of 126 participants enrolled in the study. There was a dropout rate of 48%, leaving 65 participants who completed 6 months follow-up, 41 males (63%) and 24 females (37%) aged 32 years (SD ± 12, n = 65). Out of 65 participants, 2% (n = 1) had an excellent outcome, 32% (n = 21) had a good outcome, 32% (n = 21) had a fair outcome, and 34% (n = 22) had a poor outcome with regard to TAM. At 6 months post FTR, the average power grip was 60% (SD ± 25, n = 65) of the unaffected hand while the average pinch grip was 52% (SD ± 42, n = 65) of the unaffected hand. The average score on the QuickDASH questionnaire was 19.34 (SD ± 16.89) at 6 months. Of the 41 participants who were employed prior to injury, 71% (n = 29) had returned to work by 6 months post surgery and scored an average of 15.89 (SD ± 23.74) on the QuickDASH work module. Sixty-eight percent (n = 44) of the patients had postoperative complications: the most common complication was tenodesis/adhesions (25%, n = 16), followed by contracture (22%, n = 14). There were only 4 ruptures (6%, n = 4) in this sample. Eleven participants (17%) underwent further surgery. The factors that affect the impairments and functional outcome at 6 months post FTR include age, zone of injury, number of digits injured, associated injury, delay between injury and surgery, and language barrier. Conclusion: Although there were some promising outcomes, during this period, participants did not consistently achieve the good or excellent functional outcomes achieved in developed countries. More research needs to be conducted regarding the outcome of FTR in South Africa, particularly in the public sector.
Can Relative Motion Extension Splinting Provide Earlier Return to Hand Function Than a Controlled Active Motion Protocol? A Randomized Clinical Trial
Shirley Collocott 1 , Edel Kelly 2 , Richard Ellis 2 , Michael Foster 1 , and Heidi Myhr 1 1 Counties Manukau Health, Auckland, New Zealand 2 Auckland University of Technology, New Zealand Objective: Various active mobilization protocols are used after repair of extensor tendons in zone V and VI. These include relative motion extension splinting (RMES) and controlled active motion (CAM) protocols. Similar outcomes are reported for most early active mobilization protocols, however reports on RMES protocols suggest a possible earlier return to work and functional use of the affected hand. To date no published prospective trials have compared the RMES to other early active mobilization protocols. This randomized clinical trial prospectively investigated whether patients with extensor tendon repairs in zone V and VI
